Montana Medicaid - Fee Schedule
Laboratory and X-ray
October 1, 2007

Definitions:

Modifier — When a modifier is present, this indicates system may have different reimbursement or code edits for that procedure code/modifier combination.
For example:
26 = professional component
TC = technical component

Description — Procedure code short description. You must refer to the appropriate official CPT-4, HCPCS or CDT-5 coding manual for complete definitions
in order to assure correct coding.

Effective — This is the first date of service for which the listed fee is applicable. Fees for drugs, radiopharmaceuticals, blood products, immune globins, vaccines,
and toxoids are reviewed and updated quarterly -- effective dates that are greater than three months old indicate that there has been no fee change since that date.

Method — Source of fee determination
Fee Sched: Medicaid fee; not determined using RBRVS payment schedule
Medicare: Medicare-prevailing fee.
By Report (BR): Equals 46% of billed charges
Anes Value: Number of anesthesia base value units. This is added to the 15 min. time increment units and multiplied by the anesthesia conversion factor of $26.25.
RBRVS: Based on Medicare Relative Value Units (RVU’s) x Montana Medicaid conversion factor x policy adjuster. Conversion factor for fiscal year 2008 is $34.14.
*If a valid, current code is not present, that code may be a non-covered service

Fees The facility rate is paid to physicians/practitioners providing services in the following sites: hospitals, emergency rooms, ambulatory surgery centers, IHS provider based and
IHS 638 free standing facilities, skilled nursing and nursing facilities, hospice, ambulance, inpatient psychiatric and partial psychiatric hospitals, psychiatric residential
treatment centers, comprehensive inpatient rehab facilities, birthing centers and military treatment facilities. All other sites of service receive the office rate.
Procedures not normally done in the office are shown with the same facility rate, while those done in both locations have different rates.
Bundled services, which are covered but paid as part of a related service, are shown with an RBRVS method and a fee of $0.00.
Policy adjustments are applied to certain codes to increase or decrease reimbursement for the service.
Vaccines covered by the Vaccines for Children (VFC) program are not reimbursable for individuals under 19. Please refer to the Medicaid Provider website for the list of VFC vaccines.

Global Days— Global surgery indicator. Global surgery periods are pre- and post-operative time frames assigned to surgical procedures.
000: Same day as procedure
010: Same day and ten days following procedure
090: One day prior to and ninety days following procedure
MMM: In maternity cases, the global period is per the CPT-4 code description
ZZZ: Add-on code, global period does not apply. An add-on code must be billed with its associated primary code
Space: Global concept does not apply to this code

PA — Prior Authorization Indicators
Y: Prior authorization is required Mult - Multiple surgery guidelines do apply
Space - this indicator does not apply to this code Bilat - Bilateral. The procedure can be done bilaterally

Assist - Assistant. An assistant is allowed for this procedure

Co-Surg - Co-Surgery. A co-surgeon is allowed for this procedure

Team - A team of surgeons is allowed for this procedure

Related - The procedure code listed is separately billable

Y - indicator is applicable to this code

Space - this indicator does not apply to this code

Policy Adjust - M = Maternity, P = Mental Health, D = Profess. Differential, F = Family Planning

CPT codes, descriptors, and other data only are copyright 1999 American Medical Association (or such other date of
publication of CPT). All Rights Reserved. Applicable FARS/DFARS Apply.

Please see first page for a complete description 1
of information contained in the fee schedules. Fees as of October 2007



Proc
A9946
A9947
G0102
G0103
G0104
G0105
G0106
G0106
G0106
G0120
G0120
G0120
G0121
G0122
G0122
G0122
G0123
G0130
G0130
G0130
G0202
G0202
G0202
G0204
G0204
G0204
G0206
G0206
G0206
G0235
G0235
G0235
G0237
G0238
G0239
G0252
G0252
G0252
G0265
G0266
G0306
G0307
G0328
G0328
G0332
G0372

Mod

TC
26

TC
26

TC
26

TC

26

TC
26

TC
26

TC
26

TC
26

TC
26

Qw

Description
LOCM 150-199MG/ML IODINE, 1ML
LOCM 200-249MG/ML IODINE, 1ML
PROSTATE CA SCREENING; DRE
PSA SCREENING
CA SCREEN;FLEXI SIGMOIDSCOPE
COLORECTAL SCRN; HI RISK IND
COLON CA SCREEN;BARIUM ENEMA
COLON CA SCREEN;BARIUM ENEMA
COLON CA SCREEN;BARIUM ENEMA
COLON CA SCRN; BARIUM ENEMA
COLON CA SCRN; BARIUM ENEMA
COLON CA SCRN; BARIUM ENEMA
COLON CA SCRN NOT HI RSK IND
COLON CA SCRN; BARIUM ENEMA
COLON CA SCRN; BARIUM ENEMA
COLON CA SCRN; BARIUM ENEMA
SCREEN CERV/VAG THIN LAYER
SINGLE ENERGY X-RAY STUDY
SINGLE ENERGY X-RAY STUDY
SINGLE ENERGY X-RAY STUDY
SCREENINGMAMMOGRAPHYDIGITAL
SCREENINGMAMMOGRAPHYDIGITAL
SCREENINGMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
PET NOT OTHERWISE SPECIFIED
PET NOT OTHERWISE SPECIFIED
PET NOT OTHERWISE SPECIFIED
THERAPEUTIC PROCD STRG ENDUR
OTH RESP PROC INDIV
OTH RESP PROC GROUP

PET IMAGING FOR INITIAL DIAGNOSIS Ol
PET IMAGING FOR INITIAL DIAGNOSIS Ol
PET IMAGING FOR INITIAL DIAGNOSIS Ol

CRYOPRESEVATION FREEZE+STORA
THAWING + EXPANSION FROZ CEL
CBC/DIFFWBC W/O PLATELET

CBC WITHOUT PLATELET

FECAL BLOOD SCRN IMMUNOASSAY
FECAL BLOOD SCRN IMMUNOASSAY
PREADMIN IV IMMUNOGLOBULIN

MD SERVICE REQUIRED FOR PMD

Please see first page for a complete description
of information contained in the fee schedules.

Effective
4/1/2005
4/1/2005
10/1/2007
1/1/2005
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
1/1/2005
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
1/1/2006
1/1/2006
1/1/2006
10/1/2007
10/1/2007
7/1/2006
1/1/2003
7/2/2004
10/1/2007
1/1/2005
1/1/2005
1/1/2005
1/1/2005
1/1/2005
1/1/2005
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
MEDICARE
MEDICARE
RBRVS
MEDICARE
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
MEDICARE
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
RBRVS
RBRVS

October 1, 2007

Fees
Office Facility
$1.96 $0.00
$0.77 $0.00
$16.11 $7.17
$25.69 $0.00
$99.01 $47.08
$301.32  $167.73
$124.10  $124.10
$83.57 $83.57
$40.56 $40.56
$124.10  $124.10
$83.57 $83.57
$40.56 $40.56
$301.32  $167.73
$131.61  $131.61
$89.92 $89.92
$41.72 $41.72
$28.30 $0.00
$31.44 $31.44
$22.29 $22.29
$9.15 $9.15
$103.58  $103.58
$74.83 $74.83
$28.78 $28.78
$112.76  $112.76
$77.12 $77.12
$35.64 $35.64
$90.88 $90.88
$62.10 $62.10
$28.78 $28.78
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$12.43 $12.43
$13.01 $13.01
$10.14 $10.14
$0.00 $0.00
$0.00 $0.00
$64.63 $64.63
$14.11 $0.00
$14.11 $0.00
$10.86 $0.00
$9.04 $0.00
$22.21 $0.00
$22.21 $0.00
$56.84 $56.84
$14.07 $7.17

Global
Days

000
000

000

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
G0389
G0389
G0389
G0394
G8006
G8007
G8008
G8009
G8010
G8011
G8012
G8013
G8014
G8015
G8016
G8017
G8018
G8019
G8020
G8021
G8022
G8023
G8024
G8025
G8026
G8027
G8028
G8029
G8030
G8031
G8032
G8033
G8034
G8035
G8036
G8037
G8038
G8039
G8040
G8041
G8051
G8052
G8053
G8054
G8055
G8056

Mod

TC
26

Description
ULTRASOUND EXAM AAA SCREEN
ULTRASOUND EXAM AAA SCREEN
ULTRASOUND EXAM AAA SCREEN
BLOOD OCCULT TEST,COLORECTAL
AMI PT RECD ASPIRIN AT ARRIV
AMI PT DID NOT RECEIV ASPIRI
AMI PT INELIGIBLE FOR ASPIRI
AMI PT RECD BBLOCK AT ARR
AMI PT DID NOT REC BBLOCK
AMI PT INELIG BBLOC AT ARRIV
PNEUM PT RECV ANTIBIOTIC 4 H
PNEUM PT W/O ANTIBIOTIC 4 HR
PNEUM PT NOT ELIG ANTIBIOTIC
DIABETIC PT W/ HBA1C>9%
DIABETIC PT W/ HBA1C<OR=9%
DM PT INELIG FOR HBA1C MEASU
CARE NOT PROVIDED FOR HBA1C
DIABETIC PT W/LDL>= 100MG/DL
DIAB PT W/LDL< 100MG/DL
DIAB PT INELIG FOR LDL MEAS
CARE NOT PROVIDED FOR LDL
DM PT W BP>=140/80
DIABETIC PT WBP<140/80
DIABETIC PT INELIG FOR BP ME
DIABET PT W NO CARE RE BP ME
HF P W/LVSD ON ACE-I/ARB
HF PT W/LVSD NOT ON ACE-I/AR
HF PT NOT ELIG FOR ACE-I/ARB
HF PT W/LVSD ON BBLOCKER
HF PT W/LVSD NOT ON BBLOCKER
HF PT NOT ELIG FOR BBLOCKER
PMI-CAD PT ON BBLOCKER
PMI-CAD PT NOT ON BBLOCKER
PMI-CAD PT INELIG BBLOCKER
AMI-CAD PT DOC ON ANTIPLATEL
AMI-CAD PT NOT DOCU ON ANTIP
AMI-CAD INELIG ANTIPLATE MEA
CAD PT W/LDL>100MG/DL
CAD PT W/LDL<OR=100MG/DL
CAD PT NOT ELIGIBLE FOR LDL
OSTEOPOROSIS ASSESS
OSTEOPOR PT NOT ASSESS
PT INELIG FOR OSTEOPOR MEAS
FALLS ASSESS NOT DOCUM 12 MO
FALLS ASSESS W/ 12 MON
NOT ELIG FOR FALLS ASSESSMEN

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
1/1/2007
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
MEDICARE
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees
Office
$72.14
$48.00
$24.14

$4.54
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Facility
$72.14
$48.00
$24.14
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
G8057
G8058
G8059
G8060
G8061
G8062
G8075
G8076
G8077
G8078
G8079
G8080
G8081
G8082
G8093
G8094
G8099
G8100
G8103
G8104
G8106
G8107
G8108
G8109
G8110
G8111
G8112
G8113
G8114
G8115
G8116
G8117
G8126
G8127
G8128
G8129
G8130
G8131
G8152
G8153
G8154
G8155
G8156
G8157
G8158
G8159

Mod

Description
HEARING ASSESS RECEIVE
PT W/O HEARING ASSESS
PT INELIG FOR HEARING ASSESS
URINARY INCONT PT ASSESS
PT NOT ASSESS FOR URINARY IN
PT NOT ELIG FOR URINARY INCO
ESRD PT W/ DIALY OF URR>=65%
ESRD PT W/ DIALY OF URR<65%
ESRD PT NOT ELIG FOR URR/KTV
ESRD PT W/HCT>OR=33
ESRD PT W/HCT<33
ESRD PT INELIG FOR HCT/HGB
ESRD PT W/ AUTO AV FISTULA
ESRD PT W OTHER FISTULA
COPD PT REC SMOKING CESSAT
COPD PT W/O SMOKE CESSAT INT
OSTEOPO PT GIVEN CA+VITD SUP
OSTEOP PT INELIG FOR CA+VITD
NEW DX OSTEO PT W/ANTIRESORP
OSTEO PT INELIG FOR ANTIRESO
BONE DENS MEAS TEST PERF
BONE DENS MEAS TEST INELIG
PT RECEIV INFLUENZA VACC
PT W/O INFLUENZA VACC
PT INELIG FOR INFLUENZA VACC
PT RECEIV MAMMOGRAM
PT NOT DOC MAMMOGRAM
PT INELIGIBLE MAMMOGRAPHY
CARE NOT PROVIDED FOR MAMOGR
PT RECEIV PNEUMO VACC
PT DID NOT REC PNEUMO VACC
PT WAS INELIG FOR PNEUMO VAC
PT TREAT W/ANTIDEPRESS12WKS
PT NOT TREAT W/ANTIDEPRES12W
PT INELIG FOR ANTIDEPRES MED
PT TREAT W/ANTIDEPRES FOR 6M
PT NOT TREAT W/ANTIDEPRES 6M
PT INELIG FOR ANTIDEPRES MED
PT W/AB 1 HR PRIOR TO INCISI
PT NOT DOC FOR AB 1 HR PRIOR
PT INELIGI FOR AB THERAPY
PT RECD THROMBOEMB PROPHYLAX
PT DID NOT REC THROMBOEMBO
PT INELIGI FOR THROMBOLISM
PT RECD CABG W/ IMA
PT W/CABG W/O IMA

Please see first page for a complete description
of information contained in the fee schedules.

Effective
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
10/1/2007
1/1/2006

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Office
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Fees

Facility
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
G8160
G8161
G8162
G8163
G8164
G8165
G8166
G8167
G8170
G8171
G8172
G8182
G8183
G8184
G8185
G8186
G8348
G8349
G8350
G8351
G8352
G8353
G8354
G8355
G8356
G8357
G8358
G8359
G8360
G8361
G8362
G8363
G8364
G8365
G8366
G8367
G8368
G8370
G8371
G8372
G8373
G8374
G8375
G8376
G8377
G8378

Mod

Description
PT INELIG FOR CABG W/IMA
ISO CABG PT REC PREOP BBLOCK
ISO CABG PT W/O PREOP BBLOCK
ISO CABG PT INELIG FOR PREO
ISO CABG PT W/PROLNG INTUB
ISO CABG PT W/O PROLNG INTUB
ISO CABG REQ SURG REXPO
ISO CABG W/O SURG EXPLO
CEA/EXT BYPASS PT ON ASPIRIN
PT W/CAROT ENDARCT/EXT BYPAS
CEA/EXT BYPASS PT NOT ON ASP
CAD PT CARE NOT PROV LDL
HF/ATRIAL FIB PT ON WARFARIN
HF/ATRIAL FIB PT INELIG WARF
OSTEOARTH PT W/ ASSESS PAIN
OSTEOARTH PT INELIG ASSESS
INT CAROTID STENOSIS MEAS
PT INELIG FOR DOC OF ALARM
PT DOC 12 LEAD ECG
PT NOT DOC ECG
PT INELIG FOR ECG
PT DOC REC ASPIRIN 24HRS ER
PT NOT REC ASPIRIN PRIOR ER
CLIN DOC PT INELIG ASPIRIN
PT DOC TO HAVE ECG
PT NOT DOC TO HAVE ECG
CLIN DOC PT INELIG ECG
PT DOC VITAL SIGNS RECORDED
PT NOT DOC VITAL SIGNS RECOR
PT DOC TO HAVE 02 SAT ASSESS
PT NOT DOC 02 SAT ASSESS
CLIN DOC PT INELIG 02 SAT
PT DOC MENTAL STATUS ASSESS
PT NOT DOC MENTAL STATUS
PT DOC TO HAVE EMPIRIC AB
PT NOT DOC HAVE EMPIRIC AB
CLIN DOC PT INELIG EMPIRI AB
AMI PT RECD ASPIRIN AT ARRIV
CHEMOTHER NOT REC STG3 COLON
CHEMOTHER REC STG 3 COLON CA
CHEMO PLAN DOCUM PRIOR CHEMO
CHEMO PLAN NOT DOC PRIOR CHE
CLL PT W/O DOC FLOW CYTOMETR
BRST CA PT INELIG TAMOXIFEN
MD DOC COLON CA PT INELIG CH
MD DOC PT INELIG RAD THERAPY

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
1/1/2006
10/1/2007
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
1/1/2007
10/1/2007
10/1/2007
1/1/2007
10/1/2007
10/1/2007
1/1/2007
10/1/2007
1/1/2007
10/1/2007
10/1/2007
1/1/2007
10/1/2007
1/1/2007
10/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Office
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Fees

Facility
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
G8379
G8380
G8381
(8382
G8383
G8384
G8385
G8386
G8387
(8388
G8389
G8390
G8391
G9063
G9064
G9065
G9066
G9067
G9068
G9069
G9070
G9071
G9072
G9073
G9074
G9075
G9077
G9078
G9079
G9080
G9083
G9084
G9085
G9086
G9087
G9088
G9089
G9090
G9091
G9092
G9093
G9094
G9095
G9096
G9097
G9098

Mod

Description
RADIAT TX RECOM DOC12MO OV
PT W STGIC-3BRST CA W/O TAM
PT W STGIC-3BRST CA REC TAM
MM PT W/O DOC IV BISPHOPHON
RADIATION REC NOT DOC 12MO O
MDS PT W/O BASE CYTOGEN TEST
DIAB PT W NODOC HGB A1C 12M
DIAB PT W NODOC LDL 12M
ESRD PT W HCT/HGB NOT DOCUME
ESRD PT W URR/KTV NOT DOC EL
MDS PT NO DOC FE PRIOR EPO
DIABETIC W/O DOCUMENT BP 12M
PT W ASTHMA NO DOC MED OR TX
ONC DX NSCLC STGI NO DX PROG
ONC DX NSCLC STG2 NO DX PROG
ONC DX NSCLC STG3A NODX PROG
ONC DX NSCLC STG3B-4 METASTA
ONC DX NSCLC DX UNKNOWN NOS
ONC DX NSCLC/SCLC LIMITED
ONC DX SCLC/NSCLC EXT AT DX
ONC DX SCLC/NSCLC EXT UNKNWN
ONC DX BRST STG1 2B NO DX PR
ONC DX BRST STG1-2 NOPROGRES
ONC DX BRST STG3-W/PROGRES
ONC DX BRST STG3-NOPROGRESS
ONC DX BRST METASTIC/ RECUR
ONC DX PROSTATE T1NO PROGRES
ONC DX PROSTATE T2NO PROGRES
ONC DX PROSTATE T3B-T4ANOPROG
ONC DX PROSTATE W/RISE PSA
ONC DX PROSTATE UNKNOWN NOS
ONC DX COLON T1-3 N1-2 NO PR
ONC DX COLON T4 NO W/O PROG
ONC DX COLON T1-4 NO DX PROG
ONC DX COLON RADIOLG EVID DX
ONC DX COLON M1/METS W/O RAD
ONC DX COLON EXTENT UNKNOWN
ONC DX RECTAL T1-2 NO PROGR
ONC DX RECTAL T3 NO NO PROG
ONC DX RECTAL T1-3 N1-2NOPRG
ONC DX RECTAL T4 N MO NO PRG
ONC DX RECTAL M1 W/METS PROG
ONC DX RECTAL EXTENT UNKNWN
ONC DX ESOPHAG T1-T3 NOPROG
ONC DX ESOPHAGEAL T4 NO PROG
ONC DX ESOPHAGEAL METS RECUR

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Office
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Fees

Facility
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
G9099
G9100
G9101
G9102
G9103
G9104
G9105
G9106
G9107
G9108
G9109
G9110
G9111
G9112
G9113
G9114
G9115
G9116
G9117
G9123
G9124
G9125
G9126
G9128
G9129
G9130
J0835
P2028
P2029
P2033
P2038
P3000
P3001
Q0081
Q0083
Q0084
Q0085
Q0091
Q0092
Q0515
Q4081
Q4083
Q4084
Q4085
Q4086
Q4087

Mod

Description
ONC DX ESOPHAGEAL UNKNOWN
ONC DX GASTRIC NO RECURRENCE
ONC DX GASTRIC P R1-R2NOPROG
ONC DX GASTRIC UNRESECTABLE
ONC DX GASTRIC RECURRENT
ONC DX GASTRIC UNKNOWN NOS
ONC DX PANCREATC P RO RES NO
ONC DX PANCREATC P R1/R2 NO
ONC DX PANCREATIC UNRESECTAB
ONC DX PANCREATIC UNKNWN NOS
ONC DX HEAD/NECK T1-T2NO PRG
ONC DX HEAD/NECK T3-4 NOPROG
ONC DX HEAD/NECK M1 METS REC
ONC DX HEAD/NECK EXT UNKNOWN
ONC DX OVARIAN STG1A-B NO PR
ONC DX OVARIAN STG1A-B OR 2
ONC DX OVARIAN STG3/4 NOPROG
ONC DX OVARIAN RECURRENCE
ONC DX OVARIAN UNKNOWN NOS
ONC DX NHL LGE BCELL RELAP
ONC DX NHL RELAPSE/REFRACTOR
ONC DX NHL STG UNKNOWN
ONC DX OVARIAN STG IA/B
ONC DX MULT MYELOMA STG2 HIG
ONC DX MULT MYELOMA UNKWN OP
ONC DX MULTI MYELOMA UNKNOWN
INJ COSYNTROPIN PER 0.25 MG
CEPHALIN FLOCULATION TEST
CONGO RED BLOOD TEST
BLOOD THYMOL TURBIDITY
BLOOD MUCOPROTEIN
SCREEN PAP BY TECH W MD SUPV
SCREENING PAP SMEAR BY PHYS

INFUSION THERAPY USING OTHER THARM
CHEMOTHERAPY ADMINISTRATION BY O
CHEMOTHERAPY ADMINISTRATION BY IN
CHEMOTHERAPY ADMINISTRATION BY Bt

OBTAINING SCREEN PAP SMEAR
SET UP PORT XRAY EQUIPMENT
SERMORELIN ACETATE INJECTION
EPO ALFA 100 UNITS, ESRD
HYALGAN OR SUPARTZ, INJ
SYNVISC, INJ

EUFLEXXA, INJ

ORTHOVISC, INJ

OCTAGAM INJECTION

Please see first page for a complete description
of information contained in the fee schedules.

Effective
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
1/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
1/1/2005
1/1/2005
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
6/29/2006
7/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
MEDICARE
BY REPORT
BY REPORT
BY REPORT
MEDICARE
MEDICARE
RBRVS
BY REPORT
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

October 1, 2007

Fees
Office
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$64.62
$0.00
$0.00
$0.00
$7.02
$14.76
$19.63
$0.00
$0.00
$0.00
$0.00
$31.78
$10.41
$1.75
$0.91

$102.78
$179.81
$112.01
$176.16
$33.50

Facility
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

$19.63
$0.00
$0.00
$0.00
$0.00

$15.64
$10.41
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
Q4088
Q4089
Q4090
Q4091
Q4092
Q4093
Q4094
Q4095
R0070
R0075
R0076
0001F
0005F
0103T
0111T
0115T
0116T
0117T
0130T
0178T
0179T
0180T
0181T
0182T
0500F
0501F
0502F
0503F
1000F
1002F
1050F
1055F
1061F
1065F
1066F
1070F
1071F
1080F
1090F
1091F
1100F
1101F
1110F
1111F
2000F
2019F

Mod

Description
GAMMAGARD LIQUID INJECTION
RHOPHYLAC INJECTION
HEPAGAM B IM INJECTION
FLEBOGAMMA INJECTION
GAMUNEX INJECTION
ALBUTEROL INH NON-COMP CON
ALBUTEROL INH NON-COMP U D
RECLAST INJECTION
TRANSPORT PORTABLE X-RAY
TRANSPORT PORT X-RAY MULTIPL
TRANSPORT PORTABLE EKG
HEART FAILURE COMPOSITE
OSTEOARTHRITIS COMPOSITE
HOLOTRANSCOBALAMIN
RBC MEMBRANES FATTY ACIDS
MED TX MNGMT 15 MIN
MED TX MNGMT SUBSQT
MED TX MNGMT ADDL 15 MIN
CHRON CARE DRUG INVESTIGATN
64 LEAD ECG W I&R
64 LEAD ECG W TRACING
64 LEAD ECG W I&R ONLY
CORNEAL HYSTERESIS
HDR ELEC BRACHYTHERAPY
INITIAL PRENATAL CARE VISIT
PRENATAL FLOW SHEET
SUBSEQUENT PRENATAL CARE
POSTPARTUM CARE VISIT
TOBACCO USE SMOKING ASSESS
ASSESS ANGINAL SYMPTOM/LEVEL
HISTORY OF MOLE CHANGES
VISUAL FUNCT STATUS ASSESS
DOC LACK PERM+CONT+PAROX FIB
ISCHM STROKE SYMP LT3 HRSB/4
ISCHM STROKE SYMP GE3 HRSB/4
ALARM SYMP ASSESSED-ABSENT
ALARM SYMP ASSESSED-1+ PRSNT
DECIS MKR/ADVNCD PLAN DOCAD
PRES/ABSN URINE INCON ASSESS
URINE INCON CHARACTERIZED
PTFALLS ASSESS-DOCAD GE2+/YR
PT FALLS ASSESS-DOCAD LE1/YR
PT LFT INPT FAC WI/IN 60 DAYS

DSCHRG MED/CURRENT MED MERGE

BLOOD PRESSURE MEASURE
DILATED MACUL EXAM DONE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2007
10/1/2007
7/1/2007
7/1/2003
7/1/2003
7/1/2003
10/1/2007
10/1/2007
7/1/2005
7/1/2005
1/1/2006
1/1/2006
1/1/2006
1/1/2006
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
1/1/2007
1/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
10/1/2007
7/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT

RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees
Office
$31.35

$5.34
$64.11
$32.57
$32.36
$0.13
$0.42
$220.81
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Facility
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

PA

<< =<=<=<=

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
2020F
2021F
2027F
2029F
3044F
3045F
3073F
3074F
3075F
3095F
3096F
3100F
3110F
3111F
3112F
3120F
3130F
3132F
3140F
3141F
3142F
3150F
3155F
3160F
3170F
31720
31725
3200F
3210F
33968
36415
36416
36511
36512
36513
36514
36515
36516
36600
4000F
4001F
4002F
4005F
4006F
4007F
4009F

Mod

Description
DILATED FUNDUS EVAL DONE
DILAT MACUL+EXAM DONE
OPTIC NERVE HEAD EVAL DONE
COMPLETE PHYS SKIN EXAM DONE
HG A1C LEVEL LT 7.0%
HG A1C LEVEL 7.0-9.0%
PRE-SURG EYE MEASURES DOC'D
SYSTBP LT 130MM HG
SYST BP GE 130 - 139MM HG
CENTRAL DEXA RESULTS DOC'D
CENTRAL DEXA ORDERED
IMAGE TEST REF CAROT DIAM
PRES/ABSN HMRHG/LESION DOC/AD
CT/MRI BRAIN DONE W/IN 24HRS
CT/MRI BRAIN DONE GT24 HRS
12-LEAD ECG PERFORMED
UPPER GI ENDOSCOPY PERFORMED
DOC REF. UPPER GI ENDOSCOPY
UPPER GI ENDO SHOWS BARRTTAS
UPPER GI ENDO NOT BARRTTAS
BARIUM SWALLOW TEST ORDERED
FORCEPS ESOPH BIOPSY DONE
CYTOGEN TEST MARROW B/4 TX
DOC FE+ STORES B/4 EPO THX
FLOW CYTO DONE B/4 TX
CLEARANCE OF AIRWAYS
CLEARANCE OF AIRWAYS
BARIUM SWALLOW TEST NOT REQ
GRP A STREP TEST PERFORMED
REMOVE AORTIC ASSIST DEVICE
ROUTINE VENIPUNCTURE
CAPILLARY BLOOD DRAW
APHERESIS WBC
APHERESIS RBC
APHERESIS PLATELETS
APHERESIS PLASMA
APHERESIS ADSORP/REINFUSE
APHERESIS SELECTIVE
WITHDRAWAL OF ARTERIAL BLOOD
TOBACCO USE TXMNT COUNSELING
TOBACCO USE TXMNT PHARMACOL
STATIN THERAPY RX
PHARM THX FOR OP RX'D
BETA-BLOCKER THERAPY RX
AREDS/ANITOX VIT/MIN RX'D
ACE INHIBITOR THERAPY RX

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2007
1/1/2007
1/1/2007
1/1/2007
1/1/2007
1/1/2007
1/1/2007
1/1/2007
1/1/2007
1/1/2007
1/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
10/1/2007
10/1/2007
7/1/2007
7/1/2007
10/1/2007
6/1/1998
7/2/2004
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2007
10/1/2007
7/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

FEE SCHED
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees
Office
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

$43.49
$80.19
$0.00
$0.00
$28.85
$3.00
$0.00
$75.59
$76.17
$78.04
$497.93
$1,813.14
$2,214.29
$24.65
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Facility
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

$43.49

$80.19
$0.00
$0.00
$28.85
$0.00
$0.00
$75.59
$76.17
$78.04
$75.01
$73.84
$53.26
$13.11
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

000
000

000

000
000
000
000
000
000

PA

Muit

<< << =<=<=<

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
4011F
4019F
4041F
4042F
4043F
4044F
4046F
4047F
4048F
4049F
4070F
4073F
4077F
4084F
4090F
4095F
4100F
4110F
4115F
4120F
4124F
5005F
5010F
5015F
6010F
6015F
6020F
62284
62290
62291
70010
70010
70010
70015
70015
70015
70030
70030
70030
70100
70100
70100
70110
70110
70110
70120

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

Description
ORAL ANTIPLATELET THERAPY RX
DOC RECPT COUNSL VIT D/CALC+
DOC ORDER CEFAZOLIN/CEFUROX.
DOC ANTIBIO NOT GIVEN
DOC ORDER GIVEN STOP ANTIBIO
DOC ORDER GIVEN VTE PROPHYLX
DOC ANTIBIO GIVEN B/4 SURG
DOC ANTIBIO GIVEN B/4 SURG
DOC ANTIBIO GIVEN B/4 SURG
DOC ORDER GIVEN STOP ANTIBIO
DVT PROPHYLX RECVZD DAY 2
ORAL ANTIPLAT THX RX DISCHRG
DOC T-PA ADMIN CONSIDERED
ASPIRIN RECVAD W/IN 24 HRS
PT RCVNG EPO THXPY
PT NOT RCVNG EPO THXPY
BIPHOS THXPY VEIN ORD/REC/AVD
INT. MAM ART USED FOR CABG
BETA BLCKR ADMIN W/IN 24 HRS
ANTIBIOT RXAD/GIVEN
ANTIBIOT NOT RXZAD/GIVEN
PT COUNSLD ON EXAM FOR MOLES
MACUL+FNDNGS TO DR MNG DM
DOC FX & TEST/TXMNT FOR OP
DYSPHAG TEST DONE B/4 EATING
PT RECVNG/OK FOR EATING/SWAL
NPO (NOTHING-MOUTH) ORDERED
INJECTION FOR MYELOGRAM
INJECT FOR SPINE DISK X-RAY
INJECT FOR SPINE DISK X-RAY
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
X-RAY EYE FOR FOREIGN BODY
X-RAY EYE FOR FOREIGN BODY
X-RAY EYE FOR FOREIGN BODY
X-RAY EXAM OF JAW
X-RAY EXAM OF JAW
X-RAY EXAM OF JAW
X-RAY EXAM OF JAW
X-RAY EXAM OF JAW
X-RAY EXAM OF JAW
X-RAY EXAM OF MASTOIDS

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
7/1/2007
1/1/2007
1/1/2007
1/1/2007
7/1/2007
7/1/2007
7/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees
Office Facility
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$184.66 $70.74
$284.66  $136.94
$255.13  $131.37
$165.89  $165.89
$116.86  $116.86
$49.03 $49.03
$98.49 $98.49
$48.58 $48.58
$49.91 $49.91
$20.76 $20.76
$13.59 $13.59
$7.17 $7.17
$23.39 $23.39
$15.91 $15.91
$7.51 $7.51
$29.80 $29.80
$19.66 $19.66
$10.11 $10.11
$26.60 $26.60
10

Global
Days

000
000
000

PA

Muit

Indicators
Bilat Assist CoSurg Team

< <<

Policy
Adjust

Fees as of October 2007



Proc
70120
70120
70130
70130
70130
70134
70134
70134
70140
70140
70140
70150
70150
70150
70160
70160
70160
70170
70170
70170
70190
70190
70190
70200
70200
70200
70210
70210
70210
70220
70220
70220
70240
70240
70240
70250
70250
70250
70260
70260
70260
70300
70300
70300
70310
70310

Please see first page for a complete description

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES
X-RAY EXAM OF SINUSES

X-RAY EXAM PITUITARY SADDLE
X-RAY EXAM PITUITARY SADDLE
X-RAY EXAM PITUITARY SADDLE

X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF SKULL
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH
X-RAY EXAM OF TEETH

of information contained in the fee schedules.

Effective
7/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees

Office
$19.08
$7.51
$40.11
$25.74
$14.37
$37.21
$22.87
$14.37
$25.78
$17.96
$7.85
$34.21
$23.73
$10.45
$23.35
$16.18
$7.17
$0.00
$0.00
$12.39
$27.93
$19.08
$8.81
$35.16
$23.73
$11.44
$25.40
$18.23
$7.17
$32.98
$22.87
$10.11
$21.44
$13.59
$7.85
$29.22
$19.08
$10.11
$40.69
$26.36
$14.37
$12.63
$7.82
$4.81
$22.43
$15.33

1"

Facility
$19.08
$7.51
$40.11
$25.74
$14.37
$37.21
$22.87
$14.37
$25.78
$17.96
$7.85
$34.21
$23.73
$10.45
$23.35
$16.18
$7.17
$0.00
$0.00
$12.39
$27.93
$19.08
$8.81
$35.16
$23.73
$11.44
$25.40
$18.23
$7.17
$32.98
$22.87
$10.11
$21.44
$13.59
$7.85
$29.22
$19.08
$10.11
$40.69
$26.36
$14.37
$12.63
$7.82
$4.81
$22.43
$15.33

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team
Y
Y
Y
Y
Y
Y
Y
Y

Policy
Adjust

Fees as of October 2007



Proc
70310
70320
70320
70320
70328
70328
70328
70330
70330
70330
70332
70332
70332
70336
70336
70336
70350
70350
70350
70355
70355
70355
70360
70360
70360
70370
70370
70370
70373
70373
70373
70380
70380
70380
70390
70390
70390
70450
70450
70450
70460
70460
70460
70470
70470
70470

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF TEETH
FULL MOUTH X-RAY OF TEETH
FULL MOUTH X-RAY OF TEETH
FULL MOUTH X-RAY OF TEETH
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINTS
X-RAY EXAM OF JAW JOINTS
X-RAY EXAM OF JAW JOINTS
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINT
MAGNETIC IMAGE, JAW JOINT
MAGNETIC IMAGE, JAW JOINT
MAGNETIC IMAGE, JAW JOINT
X-RAY HEAD FOR ORTHODONTIA
X-RAY HEAD FOR ORTHODONTIA
X-RAY HEAD FOR ORTHODONTIA
PANORAMIC X-RAY OF JAWS
PANORAMIC X-RAY OF JAWS
PANORAMIC X-RAY OF JAWS
X-RAY EXAM OF NECK
X-RAY EXAM OF NECK
X-RAY EXAM OF NECK
THROAT X-RAY & FLUOROSCOPY
THROAT X-RAY & FLUOROSCOPY
THROAT X-RAY & FLUOROSCOPY
CONTRAST X-RAY OF LARYNX
CONTRAST X-RAY OF LARYNX
CONTRAST X-RAY OF LARYNX
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY DUCT
X-RAY EXAM OF SALIVARY DUCT
X-RAY EXAM OF SALIVARY DUCT
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT HEAD/BRAIN W/O & W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees
Office Facility
$7.10 $7.10
$34.31 $34.31
$24.89 $24.89
$9.42 $9.42
$22.53 $22.53
$15.02 $15.02
$7.51 $7.51
$36.15 $36.15
$26.05 $26.05
$10.11 $10.11
$80.98 $80.98
$58.17 $58.17
$22.81 $22.81
$402.10  $402.10
$341.02  $341.02
$61.08 $61.08
$18.16 $18.16
$10.72 $10.72
$7.44 $7.44
$23.83 $23.83
$15.36 $15.36
$8.47 $8.47
$20.45 $20.45
$13.31 $13.31
$7.17 $7.17
$54.45 $54.45
$41.34 $41.34
$13.08 $13.08
$70.40 $70.40
$52.37 $52.37
$18.03 $18.03
$28.27 $28.27
$21.13 $21.13
$7.17 $7.17
$72.68 $72.68
$56.98 $56.98
$15.67 $15.67
$176.40  $176.40
$141.44  $141.44
$34.96 $34.96
$220.27  $220.27
$173.53  $173.53
$46.74 $46.74
$268.03  $268.03
$21549  $215.49
$52.58 $52.58
12

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

<< =<=<=<<

Policy
Adjust

Fees as of October 2007



Proc
70480
70480
70480
70481
70481
70481
70482
70482
70482
70486
70486
70486
70487
70487
70487
70488
70488
70488
70490
70490
70490
70491
70491
70491
70492
70492
70492
70496
70496
70496
70498
70498
70498
70540
70540
70540
70542
70542
70542
70543
70543
70543
70544
70544
70544
70545

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/DYE
CT SOFT TISSUE NECK W/DYE
CT SOFT TISSUE NECK W/DYE
CT SFT TSUE NCK W/O & W/DYE
CT SFT TSUE NCK W/O & W/DYE
CT SFT TSUE NCK W/O & W/DYE
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY NECK
CT ANGIOGRAPHY NECK
CT ANGIOGRAPHY NECK
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees
Office Facility
$217.71  $217.71
$164.83  $164.83
$52.92 $52.92
$253.76  $253.76
$196.92  $196.92
$56.84 $56.84
$208.59  $298.59
$239.12  $239.12
$59.47 $59.47
$200.64  $200.64
$153.56  $153.56
$47.08 $47.08
$239.83  $239.83
$185.96  $185.96
$53.87 $53.87
$290.70  $290.70
$232.22  $232.22
$58.52 $58.52
$204.16  $204.16
$151.24  $151.24
$52.92 $52.92
$240.21  $240.21
$183.37  $183.37
$56.84 $56.84
$289.37  $289.37
$229.90  $229.90
$59.47 $59.47
$432.21  $432.21
$360.04  $360.04
$72.17 $72.17
$432.79  $432.79
$360.62  $360.62
$72.17 $72.17
$404.32  $404.32
$348.77  $348.77
$55.55 $55.55
$472.70  $472.70
$406.03  $406.03
$66.68 $66.68
$776.69  $776.69
$687.85  $687.85
$88.83 $88.83
$415.76  $415.76
$366.12  $366.12
$49.64 $49.64
$415.18  $415.18
13

Global
Days

PA

Muit
Y
Y

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
70545
70545
70546
70546
70546
70547
70547
70547
70548
70548
70548
70549
70549
70549
70551
70551
70551
70552
70552
70552
70553
70553
70553
70554
70554
70554
70555
70555
70555
70557
70557
70557
70558
70558
70558
70559
70559
70559
71010
71010
71010
71015
71015
71015
71020
71020

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
FMRI BRAIN BY TECH
FMRI BRAIN BY TECH
FMRI BRAIN BY TECH
FMRI BRAIN BY PHYS/PSYCH
FMRI BRAIN BY PHYS/PSYCH
FMRI BRAIN BY PHYS/PSYCH
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
1/1/2004
1/1/2004
10/1/2007
1/1/2004
1/1/2004
10/1/2007
1/1/2004
1/1/2004
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule

Laboratory and X-ray
October 1, 2007

Fees Global
Method Office Facility Days
RBRVS $365.81 $365.81
RBRVS $49.37 $49.37
RBRVS $738.28  $738.28
RBRVS $664.13  $664.13
RBRVS $74.19 $74.19
RBRVS $415.45  $415.45
RBRVS $366.12  $366.12
RBRVS $49.37 $49.37
RBRVS $421.22  $421.22
RBRVS $371.89  $371.89
RBRVS $49.37 $49.37
RBRVS $738.00  $738.00
RBRVS $663.82  $663.82
RBRVS $74.19 $74.19
RBRVS $417.40  $417.40
RBRVS $356.29  $356.29
RBRVS $61.08 $61.08
RBRVS $488.51 $488.51
RBRVS $415.04  $415.04
RBRVS $73.50 $73.50
RBRVS $793.96  $793.96
RBRVS $696.93  $696.93
RBRVS $97.06 $97.06
RBRVS $481.95  $481.95
RBRVS $396.74  $396.74
RBRVS $85.21 $85.21
BY REPORT $0.00 $0.00
BY REPORT $0.00 $0.00
RBRVS $101.94  $101.94
BY REPORT $0.00 $0.00
BY REPORT $0.00 $0.00
RBRVS $122.12  $122.12
BY REPORT $0.00 $0.00
BY REPORT $0.00 $0.00
RBRVS $135.67 $135.67
BY REPORT $0.00 $0.00
BY REPORT $0.00 $0.00
RBRVS $135.71 $135.71
RBRVS $20.79 $20.79
RBRVS $13.31 $13.31
RBRVS $7.51 $7.51
RBRVS $24.14 $24.14
RBRVS $15.33 $15.33
RBRVS $8.81 $8.81
RBRVS $27.38 $27.38
RBRVS $18.23 $18.23
14

PA

Muit
Y

Indicators
Bilat Assist CoSurg Team

<< =<=<=<=<

Policy
Adjust

Fees as of October 2007



Proc
71020
71021
71021
71021
71022
71022
71022
71023
71023
71023
71030
71030
71030
71034
71034
71034
71035
71035
71035
71040
71040
71040
71060
71060
71060
71090
71090
71090
71100
71100
71100
71101
71101
71101
71110
71110
71110
71111
71111
71111
71120
71120
71120
71130
71130
71130

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
X-RAY & PACEMAKER INSERTION
X-RAY & PACEMAKER INSERTION
X-RAY & PACEMAKER INSERTION
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees
Office Facility
$9.15 $9.15
$32.81 $32.81
$21.71 $21.71
$11.10 $11.10
$35.61 $35.61
$22.87 $22.87
$12.73 $12.73
$44.01 $44.01
$28.34 $28.34
$15.67 $15.67
$36.77 $36.77
$24.03 $24.03
$12.73 $12.73
$65.79 $65.79
$46.57 $46.57
$19.22 $19.22
$24.27 $24.27
$16.76 $16.76
$7.51 $7.51
$71.28 $71.28
$47.42 $47.42
$23.86 $23.86

$101.57  $101.57
$71.15 $71.15
$30.42 $30.42
$0.00 $0.00
$0.00 $0.00
$23.97 $23.97
$26.53 $26.53
$17.38 $17.38
$9.15 $9.15
$31.34 $31.34
$20.25 $20.25
$11.10 $11.10
$34.24 $34.24
$23.15 $23.15
$11.10 $11.10
$40.87 $40.87
$27.79 $27.79
$13.08 $13.08
$27.59 $27.59
$19.08 $19.08
$8.47 $8.47
$30.56 $30.56
$21.41 $21.41
$9.15 $9.15
15

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
71250
71250
71250
71260
71260
71260
71270
71270
71270
71275
71275
71275
71550
71550
71550
71551
71551
71551
71552
71552
71552
71555
71555
71555
72010
72010
72010
72020
72020
72020
72040
72040
72040
72050
72050
72050
72052
72052
72052
72069
72069
72069
72070
72070
72070
72072

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CT THORAX W/O DYE
CT THORAX W/O DYE
CT THORAX W/O DYE
CT THORAX W/DYE
CT THORAX W/DYE
CT THORAX W/DYE
CT THORAX W/O & W/DYE
CT THORAX W/O & W/DYE
CT THORAX W/O & W/DYE
CT ANGIOGRAPHY, CHEST
CT ANGIOGRAPHY, CHEST
CT ANGIOGRAPHY, CHEST
MRI CHEST W/O DYE
MRI CHEST W/O DYE
MRI CHEST W/O DYE
MRI CHEST W/DYE
MRI CHEST W/DYE
MRI CHEST W/DYE
MRI CHEST W/O & W/DYE
MRI CHEST W/O & W/DYE
MRI CHEST W/O & W/DYE
MRI ANGIO CHEST W OR W/O DYE
MRI ANGIO CHEST W OR W/O DYE
MRI ANGIO CHEST W OR W/O DYE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Laboratory and X-ray
October 1, 2007

Fees Global
Office Facility Days
$226.45  $226.45
$178.76  $178.76
$47.69 $47.69
$267.35  $267.35
$216.04  $216.04
$51.28 $51.28
$328.12  $328.12
$271.28  $271.28
$56.84 $56.84
$435.11 $435.11
$355.70  $355.70
$79.38 $79.38
$425.15  $425.15
$365.33  $365.33
$59.81 $59.81
$497.28  $497.28
$425.73  $425.73
$71.56 $71.56
$801.50  $801.50
$708.37  $708.37
$93.10 $93.10
$437.16  $437.16
$362.05  $362.05
$75.11 $75.11
$51.55 $51.55
$33.25 $33.25
$18.30 $18.30
$18.61 $18.61
$12.43 $12.43
$6.18 $6.18
$28.27 $28.27
$19.08 $19.08
$9.15 $9.15
$40.52 $40.52
$27.79 $27.79
$12.73 $12.73
$49.98 $49.98
$34.99 $34.99
$14.99 $14.99
$25.33 $25.33
$15.91 $15.91
$9.42 $9.42
$28.27 $28.27
$19.08 $19.08
$9.15 $9.15
$31.14 $31.14
16

PA

Muit
Y
Y

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
72072
72072
72074
72074
72074
72080
72080
72080
72090
72090
72090
72100
72100
72100
72110
72110
72110
72114
72114
72114
72120
72120
72120
72125
72125
72125
72126
72126
72126
72127
72127
72127
72128
72128
72128
72129
72129
72129
72130
72130
72130
72131
72131
72131
72132
72132

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
CT NECK SPINE W/O DYE
CT NECK SPINE W/O DYE
CT NECK SPINE W/O DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/O & W/DYE
CT NECK SPINE W/O & W/DYE
CT NECK SPINE W/O & W/DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/O & W/DYE
CT CHEST SPINE W/O & W/DYE
CT CHEST SPINE W/O & W/DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees

Office Facility
$21.99 $21.99

$9.15 $9.15
$36.63 $36.63
$27.48 $27.48

$9.15 $9.15
$29.12 $29.12
$19.97 $19.97

$9.15 $9.15
$33.42 $33.42
$21.99 $21.99
$11.44 $11.44
$29.97 $29.97
$20.83 $20.83

$9.15 $9.15
$41.41 $41.41
$28.64 $28.64
$12.73 $12.73
$52.58 $52.58
$37.59 $37.59
$14.99 $14.99
$37.21 $37.21
$28.06 $28.06

$9.15 $9.15
$226.45  $226.45
$178.76  $178.76
$47.69 $47.69
$266.36  $266.36
$216.04  $216.04
$50.32 $50.32
$323.00  $323.00
$270.42  $270.42
$52.58 $52.58
$226.45  $226.45
$178.76  $178.76
$47.69 $47.69
$266.36  $266.36
$216.04  $216.04
$50.32 $50.32
$322.69  $322.69
$270.15  $270.15
$52.58 $52.58
$226.45  $226.45
$178.76  $178.76
$47.69 $47.69
$266.36  $266.36
$216.04  $216.04

17

Global
Days

PA

Muit

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
72132
72133
72133
72133
72141
72141
72141
72142
72142
72142
72146
72146
72146
72147
72147
72147
72148
72148
72148
72149
72149
72149
72156
72156
72156
72157
72157
72157
72158
72158
72158
72170
72170
72170
72190
72190
72190
72191
72191
72191
72192
72192
72192
72193
72193
72193

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/O & W/DYE
CT LUMBAR SPINE W/O & W/DYE
CT LUMBAR SPINE W/O & W/DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/DYE
MRI NECK SPINE W/DYE
MRI NECK SPINE W/DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/DYE
MRI CHEST SPINE W/DYE
MRI CHEST SPINE W/DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/DYE
MRI LUMBAR SPINE W/DYE
MRI LUMBAR SPINE W/DYE
MRI NECK SPINE W/O & W/DYE
MRI NECK SPINE W/O & W/DYE
MRI NECK SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
CT ANGIOGRAPH PELV W/O&W/DYE
CT ANGIOGRAPH PELV W/O&W/DYE
CT ANGIOGRAPH PELV W/O&W/DYE
CT PELVIS W/O DYE
CT PELVIS W/O DYE
CT PELVIS W/O DYE
CT PELVIS W/DYE
CT PELVIS W/DYE
CT PELVIS W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees

Office Facility
$50.32 $50.32
$324.16  $324.16
$271.58  $271.58
$52.58 $52.58
$408.45  $408.45
$342.46  $342.46
$65.99 $65.99
$494.42  $494.42
$414.73  $414.73
$79.68 $79.68
$436.79  $436.79
$370.79  $370.79
$65.99 $65.99
$480.01  $480.01
$400.60  $400.60
$79.38 $79.38
$432.18  $432.18
$370.79  $370.79
$61.38 $61.38
$488.82  $488.82
$415.04  $415.04
$73.78 $73.78
$800.48  $800.48
$694.61  $694.61
$105.87  $105.87
$788.94  $788.94
$683.38  $683.38
$105.56  $105.56
$791.67  $791.67
$694.61  $694.61
$97.06 $97.06
$22.19 $22.19
$15.02 $15.02

$7.17 $7.17
$29.94 $29.94
$21.13 $21.13

$8.81 $8.81
$420.43  $420.43
$345.60  $345.60
$74.80 $74.80
$220.92  $220.92
$175.86  $175.86
$45.06 $45.06
$255.64  $255.64
$207.95 $207.95
$47.69 $47.69

18

Global
Days

PA

Muit

Y
Y

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
72194
72194
72194
72195
72195
72195
72196
72196
72196
72197
72197
72197
72198
72198
72198
72200
72200
72200
72202
72202
72202
72220
72220
72220
72240
72240
72240
72255
72255
72255
72265
72265
72265
72270
72270
72270
72275
72275
72275
72285
72285
72285
72295
72295
72295
73000

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CT PELVIS W/O & W/DYE
CT PELVIS W/O & W/DYE
CT PELVIS W/O & W/DYE
MRI PELVIS W/O DYE
MRI PELVIS W/O DYE
MRI PELVIS W/O DYE
MRI PELVIS W/DYE
MRI PELVIS W/DYE
MRI PELVIS W/DYE
MRI PELVIS W/O & W/DYE
MRI PELVIS W/O & W/DYE
MRI PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM OF TAILBONE
X-RAY EXAM OF TAILBONE
X-RAY EXAM OF TAILBONE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY SPINE
CONTRAST X-RAY SPINE
CONTRAST X-RAY SPINE
EPIDUROGRAPHY
EPIDUROGRAPHY
EPIDUROGRAPHY
X-RAY C/T SPINE DISK
X-RAY C/T SPINE DISK
X-RAY C/T SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY EXAM OF COLLAR BONE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007

Montana Medicaid - Fee Schedule
Laboratory and X-ray

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

October 1, 2007

Fees

Office Facility
$313.47  $313.47
$263.15  $263.15
$50.32 $50.32
$411.86  $411.86
$351.74  $351.74
$60.09 $60.09
$480.55  $480.55
$409.00  $409.00
$71.56 $71.56
$784.26  $784.26
$691.13  $691.13
$93.10 $93.10
$433.65 $433.65
$359.46  $359.46
$74.19 $74.19
$22.77 $22.77
$15.60 $15.60

$7.17 $7.17
$27.24 $27.24
$19.39 $19.39

$7.85 $7.85
$24.24 $24.24
$17.07 $17.07

$7.17 $7.17
$162.85 $162.85
$125.57  $125.57
$37.28 $37.28
$150.69  $150.69
$113.99  $113.99
$36.70 $36.70
$143.97  $143.97
$109.96  $109.96
$34.04 $34.04
$220.41  $220.41
$165.78  $165.78
$54.62 $54.62
$93.13 $93.13
$62.92 $62.92
$30.21 $30.21
$249.73  $249.73
$202.28  $202.28
$47.45 $47.45
$225.36  $225.36
$190.43  $190.43
$34.93 $34.93
$21.85 $21.85
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Global
Days

PA

Muit
Y
Y

Indicators
Bilat Assist CoSurg Team

Policy
Adjust

Fees as of October 2007



Proc
73000
73000
73010
73010
73010
73020
73020
73020
73030
73030
73030
73040
73040
73040
73050
73050
73050
73060
73060
73060
73070
73070
73070
73080
73080
73080
73085
73085
73085
73090
73090
73090
73092
73092
73092
73100
73100
73100
73110
73110
73110
73115
73115
73115
73120
73120

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF SHOULDER BLADE
X-RAY EXAM OF SHOULDER BLADE
X-RAY EXAM OF SHOULDER BLADE
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
X-RAY EXAM OF SHOULDER
CONTRAST X-RAY OF SHOULDER
CONTRAST X-RAY OF SHOULDER
CONTRAST X-RAY OF SHOULDER
X-RAY EXAM OF SHOULDERS
X-RAY EXAM OF SHOULDERS
X-RAY EXAM OF SHOULDERS
X-RAY EXAM OF HUMERUS
X-RAY EXAM OF HUMERUS
X-RAY EXAM OF HUMERUS
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
X-RAY EXAM OF ELBOW
CONTRAST X-RAY OF ELBOW
CONTRAST X-RAY OF ELBOW
CONTRAST X-RAY OF ELBOW
X-RAY EXAM OF FOREARM
X-RAY EXAM OF FOREARM
X-RAY EXAM OF FOREARM
X-RAY EXAM OF ARM, INFANT
X-RAY EXAM OF ARM, INFANT
X-RAY EXAM OF ARM, INFANT
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
X-RAY EXAM OF WRIST
CONTRAST X-RAY OF WRIST
CONTRAST X-RAY OF WRIST
CONTRAST X-RAY OF WRIST
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND

Please see first page for a complete description
of information contained in the fee schedules.

Effective
10/1/2007
10/1/2007
10/1/2007
7/1/2006
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
7/1/2006

Montana Medicaid - Fee Schedule

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Laboratory and X-ray
October 1, 2007

Fees Global
Office Facility Days
$15.33 $15.33
$6.52 $6.52
$22.77 $22.77
$15.60 $15.60
$7.17 $7.17
$19.77 $19.77
$13.59 $13.59
$6.18 $6.18
$24.58 $24.58
$17.07 $17.07
$7.51 $7.51
$85.59 $85.59
$63.06 $63.06
$22.53 $22.53
$28.71 $28.71
$20.25 $20.25
$8.47 $8.47
$24.24 $24.24
$17.07 $17.07
$7.17 $7.17
$21.51 $21.51
$15.33 $15.33
$6.18 $6.18
$25.67 $25.67
$18.54 $18.54
$7.17 $7.17
$82.99 $82.99
$60.46 $60.46
$22.53 $22.53
$21.85 $21.85
$15.33 $15.33
$6.52 $6.52
$21.54 $21.54
$15.02 $15.02
$6.52 $6.52
$21.54 $21.54
$15.02 $15.02
$6.52 $6.52
$24.21 $24.21
$17.04 $17.04
$7.17 $7.17
$74.90 $74.90
$52.37 $52.37
$22.53 $22.53
$21.27 $21.27
$14.75 $14.75
20

PA
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Indicators
Bilat Assist CoSurg Team
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